1. Introduction {#sec0005}
===============

Nigeria is a country characterized by high fertility, high maternal mortality, and low contraceptive use. Only 10% of currently married Nigerian women are using modern methods---3% use injectables, 2% male condoms, 2% oral contraceptive pill, 1% IUD, 1% other, and less than 1% use implants and female sterilization [@bib0005]. In April of 2011 the federal government of Nigeria made contraceptives free in public health facilities [@bib0005]. Women can source contraceptives from a variety of public and private facilities in Nigeria; however, they most commonly use the private sector (60%), in contrast to the public sector (29%), or other options (11%) [@bib0005].

Considerable research has been conducted in developing countries, including Nigeria, to examine levels of contraceptive use and identify common barriers to family planning among married women, young women, and sexually active unmarried women [@bib0010], [@bib0015], [@bib0020]. Across West Africa, accessibility has been identified as a supply-side factor in the stagnantly low rates of contraceptive use in the region [@bib0010]. In Nigeria, demand side factors such as desire for more children, lack of knowledge, and opposition by the user or a family member are also barriers to contraceptive use [@bib0005], [@bib0025]. Fear of side effects and infertility are among the most common reasons for nonuse [@bib0030], [@bib0035] and are a concern for a variety of subpopulations in Nigeria, including university students [@bib0040], antenatal patients [@bib0025], and urban women [@bib0045].

Researchers have also identified common determinants of contraceptive method choice. Informed, appropriate, safe method choice is important for both uptake and continuation of family planning. Family planning programs that offer a balanced method mix allow for a wide variety of client preferences and method attributes [@bib0050]. Contraceptive method choice is one of the six elements of Bruce's framework for quality of care in family planning and has been found to be an important determinant of contraceptive uptake and sustained use [@bib0055]. For example, in urban Pakistan, uptake of contraceptive methods was more likely in health centers that had more methods available [@bib0060], while in Indonesia clients who received their method of choice displayed the lowest rates of discontinuation at follow up [@bib0065]. The ability to switch methods is also important for long-term contraceptive use in order to meet the changing needs of clients depending on tolerance of side effects, stage of the life cycle, desired length of spacing, and other factors.

Bulatao developed a framework for understanding method choice based largely on evidence from Asia and the United States that emphasizes the individual and includes four dimensions, namely: contraceptive goals, contraceptive competence, contraceptive evaluation, and contraceptive access [@bib0070]. In these and other studies, client characteristics, such as: age, parity, education, exposure to family planning messages, and partner approval are known to influence method choice [@bib0075], [@bib0080], [@bib0085], [@bib0090]. Government policies and programs, history of method introduction and availability in the country, as well as method attributes such as cost, effectiveness, and ease of use are additional factors that have an effect on the method mix available to a population [@bib0050].

Evidence also exists of health facility barriers in method choice, including staff levels, expired stock, provider bias, and lack of training in Nigeria and other developing countries [@bib0015], [@bib0085], [@bib0090], [@bib0095]. The general medicalization of family planning and the clinic-based nature of distribution has been criticized as a barrier to increasing levels of contraceptive use [@bib0100], [@bib0105], [@bib0110]. These medical barriers include eligibility criteria, over applied contraindications, and numerous process hurdles that clients face when trying to obtain contraception [@bib0110]. For example, blood tests and pelvic exams may be administered before prescription of oral contraceptives, although these practices do not contribute substantially to safe and effective use of many contraceptive methods in the WHO Selected Practice Recommendations for Contraceptive Use [@bib0115]. In Nigeria, the National Family Planning/Reproductive Health Service Protocols [@bib0120] recommends the availability of certain screening tests, including urinalysis and blood tests, primarily to detect pregnancy and sexually transmitted infections, although these tests may not be commonly administered due to unavailability or cost.

Although many of these barriers have been identified in Nigeria, our understanding of how clients themselves perceive their choice of method is nonexistent. Who do they think has control over contraceptive method choice? How do clients perceive the process of deciding on a method?

This study uses qualitative data from the cities of Ibadan and Kaduna, Nigeria, to examine attitudes and norms surrounding contraceptive method choice decision-making. Understanding the client's perspective on decision-making about choice of method has the potential to improve family planning programs and policies to increase initial uptake and sustained use of contraception.

2. Methodology {#sec0010}
==============

This study is part of a larger qualitative study that was designed to understand key factors influencing the demand for family planning in two urban areas of Nigeria. For this sub-study, focus group discussions were used to obtain information on contraceptive method decision-making, utilizing projective techniques, which provided an indirect approach to gain information about underlying norms that can be overlooked or otherwise influenced by direct questioning or facilitator bias.

2.1. Recruitment {#sec0015}
----------------

Family planning service providers recruited individuals who were using family planning into the study at family planning facilities through the use of a screening questionnaire to determine eligibility.

To recruit individuals who had never used family planning a similar screening questionnaire was used at the community level with the assistance of community leaders who mobilized potential study participants. The community leaders were highly respected gate-keepers in their communities. The community leaders were first informed about the study purpose and objectives in order to get their support and approval prior to conducting the study in their communities. The community leaders were then asked to inform members of their communities about the study while emphasizing voluntary participation.

All potential study participants were initially approached, introduced to the study purpose and objectives, and asked if they were interested in participating in the study. Those who indicated an interest in participation were then screened for study participation. The screening questionnaire was structured to filter participants who did not meet the inclusion criteria with "yes" or "no" responses to questions directly connected to each inclusion criteria, which included: age (18--49) and residence.

Volunteers who agreed to participate were provided details about the study by the focus group discussion facilitators. All potential study participants who met the inclusion criteria and were interested in participation were asked for verbal consent prior to participation. Study participants were reassured of anonymity and confidentiality while obtaining consent.

2.2. Study sites {#sec0020}
----------------

The study was conducted in two urban areas of Nigeria: Ibadan and Kaduna. Ibadan is located in south-western Nigeria and is the capital of Oyo State. Kaduna, the capital of Kaduna State, is located in north-western Nigeria. The two study sites were chosen for this study to represent the more conservative views of the north of Nigeria in contrast to the less conservative views of the southern region. The use of modern contraceptives in the south has exceeded that of the north. For example, Kaduna State had a modern contraceptive prevalence of 20% in 2013 as compared to 37% in Oyo State [@bib0005].

2.3. Study participants {#sec0025}
-----------------------

Study participants were men and women of reproductive age who were residing in Ibadan and Kaduna, Nigeria. The focus group**s** were homogenous in respect to city, marital status, sex, age (18--24 years and 25--49 years), wealth, and family planning experience (for married women only). There was a total of 26 focus group discussions conducted in the two cities in September and October of 2010 (see [Table 1](#tbl0005){ref-type="table"}). The focus groups ranged in size from 5 to 13 participants, with the average being 9 participants. A total of 243 individuals participated in the study---153 females and 90 males.

2.4. Topic guide {#sec0030}
----------------

The topic guide was developed to use projective techniques to facilitate data collection on a sensitive topic in a group setting. A fictional short story was read aloud by the facilitators about a family with two young children---the youngest being just 1 and a half years old. In the story, the mother sees promotional materials for family planning at her local clinic and is interested in delaying her next birth. A few months after seeing the materials she returns to the clinic to discuss the topic of family planning. She is prescribed the oral contraceptive pill and starts to use the method. Following the story, the topic guide included semi-structured questions with follow-up prompts to guide the group discussion. The topic guide, including the fictional story, was the same for all focus groups.

The guide was translated into the local languages by a certified translator and back translated to English to assess accuracy of translation. It was pre-tested with urban residents during the facilitator training and further refined based on the pre-test results.

2.5. Facilitator training {#sec0035}
-------------------------

Qualified and experienced research assistants native to and fluent in the local language were recruited and trained by the research firm hired to conduct the study. The training covered issues such as an overview of qualitative research methods, fieldwork ethics, and teamwork. The research teams were familiarized with the discussion guides in both English and the local languages; each question in the topic guide was thoroughly discussed. In addition, the research assistants carried out role-plays to practice leading focus group discussions.

2.6. Data collection {#sec0040}
--------------------

The focus group discussions were conducted by the trained facilitators. Sessions began with ice-breakers to build rapport between the facilitators and the participants. The focus group discussions were conducted in the local language and at a location within the community where the participants identified as conducive to discuss sensitive issues freely. A trained scribe took notes during the discussion, including non-verbal communication, while the other facilitator, the moderator, guided the discussion using the topic guide. Participants were served refreshments and provided with stipends to cover transportation costs. All discussions, with the consent of the participants, were audio taped and the recordings were transcribed verbatim in the local languages. The transcribed texts were then translated into English.

2.7. Analysis {#sec0045}
-------------

Data sorting and analysis were carried out using ATLAS.ti software. Only one researcher coded the data. The data analysis was guided by the thematic content analysis approach [@bib0125]. In this study, 'coding up' as opposed to 'coding down' was utilized; the codes were developed based on the data and were not defined prior to data collection [@bib0130]. Using this approach, all transcripts were read multiple times to identify emerging themes and allow for the generation of the codes based upon the participants' own words.

After all the transcripts were coded, a matrix was created to help identify patterns within the codes. Each row of the matrix was a focus group and the columns were the codes. The cells were then populated by the direct quotes from the study participants from each focus group for each code. The matrix was useful in grouping the different nuances within each theme, discerning differences and similarities between groups within themes, and making connections broadly between themes.

2.8. Ethical considerations {#sec0050}
---------------------------

Ethical approval to conduct the study was obtained from the Institutional Review Board at the Johns Hopkins Bloomberg School of Public Health in Baltimore, Maryland, and at the Obafemi Awolowo University, Ile Ife, Nigeria. Additional approvals were obtained from the state Ministry of Health in the two states where the study was conducted.

Participation in all aspects of the study, in the screening, consenting, and discussions, were voluntary. Reminders about the option to withdraw and halt study participation were made throughout the recruitment, consent, and data collection processes.

3. Results {#sec0055}
==========

During the focus group discussions on contraceptive method decision-making four main themes emerged: (1) the importance of body system compatibility with the contraceptive; (2) doctors are the primary contraceptive decision-makers; (3) doctors use clinical tests to assess a client's body system in order to identify the most compatible contraceptive; and (4) an absolute trust placed in health professionals, the health system, and the government in protecting the health of Nigerians through selecting, providing, and prescribing safe contraceptives. While these themes emerged in the discussions, not all participants in all focus group discussions contributed to the discussions. It is important to note that in the absence of direct contributions to these themes there was no counter-narrative provided.

3.1. Body system compatibility with contraceptives {#sec0060}
--------------------------------------------------

Choosing a family planning method was presented as a medical decision. Study participants often mentioned the issue of whether a family planning method is compatible with a woman's "body system" or "chemistry": *One can*'*t say one method is better than this other one; it all depends on the body chemistry of each individual that partakes of it (*Female, 27 years, married, 1 child, family planning user, low SES, Ibadan). If a particular method is not compatible with the woman's body system then she would suffer side effects from use of that method. *I think it (using injectables) is somewhat risky because our human bodies are different. What is good for one can be bad for another* (Male, 46 years, married, 3 children, middle SES, Kaduna).

Respondents were aware that different methods may be suitable for different people but this was linked strongly to the issue of "body chemistry" rather than fertility goals, actual experience of side effects, or method contraindications: *I think there is no straight answer, as long as it*'*s conducive with the user*'*s system, it is good. Different types are suitable for different people (*Female, 30 years, married, 0 children, family planning nonuser, low SES, Ibadan).

3.2. Doctors are the primary contraceptive decision-maker {#sec0065}
---------------------------------------------------------

Perhaps because of the perception that method choice is based on innate biological factors, health providers were identified as the primary decision-maker for choosing the appropriate family planning method for a woman: *Doctors are in the best position to know whether the pill is a good contraceptive method or not* (Male, 22 years, married, 1 child, middle SES, Ibadan). *A qualified doctor is in best position to decide* (Female, 22 years, married, 1 child, nonuser, middle SES, Ibadan). *It depends on doctor*'*s recommendation. If it is recommended by a medical doctor, then she can use it* (Male, 28 years, married, 1 child, middle SES, Ibadan).

It should be noted here that participants used the term "Doctor" to most likely refer to all health professionals, anyone with health-related training who works in a health facility, irrespective of whether they have a medical degree or not.

3.3. Doctors conduct clinical tests to determine body system type {#sec0070}
-----------------------------------------------------------------

Respondents described the decision-making process as dependent on clinical tests, which determine her body system type and the contraceptive method most suitable: *The method to use depends on the doctor*'*s prescription after the appropriate test has been conducted (*Male, 24 years, married, 5 children, middle SES, Ibadan). Such tests are perceived to predict whether or not a method is "good" for a particular individual, as explained by a married woman from Ibadan: *\[Health professionals\] normally conduct some tests and recommend the most befitting for a person so if it wasn*'*t good for her, it wouldn*'*t have been recommended for her (*35 years, 0 children, family planning nonuser, low SES). They also predict the presence or absence of side effects: *It is somewhat risky because some people use it (family planning) without conducting appropriate test and once they start using it, they begin to have complications. It is necessary and important for anyone who wants to use IUD to conduct proper test to determine its suitability* (Female, 28 years, married, 2 children, family planning user, middle SES, Ibadan).

3.4. Absolute trust placed in health professionals, health system, and government for contraceptive safety {#sec0075}
----------------------------------------------------------------------------------------------------------

An absolute trust in health professionals, hospitals, and governments was evident from many of the study participants in regards to family planning method advice: *\[Pill use\] is not harmful since it*'*s at the hospital they gave her* (Female, 20 years, unmarried, 0 children, low SES, Ibadan). The government was identified by one married man from Kaduna as a trusted endorser of family planning methods: *Pill is the least risky. If it has any health hazards, the doctors and government would not have given permission for its use* (44 years, 6 children, middle SES).

The level of trust in doctors' ability to choose a family planning method with no side effects was demonstrated by study participants: *It has no danger, because the doctor that gives the injection knows it doesn*'*t have any side effects* (Male, married, 1 child, low SES, Kaduna). *In my own opinion, it is very good because it is a doctor that prescribed the drug, and I know that he cannot give drugs that will harm his patient* (Male, 24 years, married, 0 children, low SES, Kaduna). *It has no danger, because the doctor that gives the injection knows it doesn*'*t have any side effects* (Male, 23 years, married, 1 child, low SES, Kaduna).

In some instances, the mere availability of a particular family planning method was perceived as an endorsement that the method would be free from risk, as described by a married mother of two: *I think the oral pill is a good one for her because if it wasn*'*t good, it would not have been introduced to her or to any other woman in the first place* (35 years, family planning nonuser, low SES, Ibadan).

4. Discussion and conclusion {#sec0080}
============================

4.1. Discussion {#sec0085}
---------------

This study aimed to understand contraceptive method choice from the perspective of the client in two cities in Nigeria. Study participants presented method choice as a medical decision---the active person making the decision was the health provider, most often referred to as the "doctor". Other research in the Nigerian context has reported on how women indicate the doctor as a "very important" person in the decision-making surrounding contraceptive use [@bib0135].

The doctor uses the tools available, such as blood tests, to determine what contraceptive method would be best suited for the client, who was viewed as the passive recipient in this exchange. If a person used a contraceptive method that did not match with her body system/chemistry, then she would most certainly experience side effects from that method. Through the explanations of contraceptive method choice, an absolute trust in the health providers, the health system, and the Government of Nigeria to provide safe contraception without side effects was evident. This trust is important given that health workers are the second most common source of information on family planning methods [@bib0005].

4.2. Conclusion {#sec0090}
---------------

While the trust of the health system, health professionals, and the Nigerian Government is among the most positive themes in regards to family planning use reported in this region---it is a bit disconcerting as the level of trust is so high that individuals might feel betrayed should anything go wrong when using family planning. This level of trust in the health provider is tenuous because a health provider cannot predict when a woman will experience side effects with method use or not---and most likely she will experience some side effects.

Studies conducted in Nigeria among college students, married women, and urban women show the most common reason for contraceptive nonuse is fear of side effects [@bib0025], [@bib0040], [@bib0100], [@bib0140]. Although fear of side effects is an important barrier to family planning use, only 47 percent of women in Nigeria using a modern method of contraception obtained from the private medical sector were informed about side effects or method-related problems, compared to 76 percent of women who used a public facility [@bib0005]. This is a concern because the majority of users of a modern method obtained their method from the private medical sector (60%), mostly from a patent medical store (PMS) (38%) [@bib0005]. These providers are not required to undergo professional training and may share inaccurate information -- or no information at all -- with their clients, and as demonstrated here, might be seen as trustworthy providers of family planning services.

Screening through tests and client histories can be helpful tools to identify contraindications to particular contraceptive methods but these tools are not able to predict side effects. The potential for side effects can only be identified through actual use of a method. The best solution to a client's experience of unacceptable side effects is to switch to another contraceptive method. Switching methods is quite common and the ability to do so is essential for client satisfaction and continued use [@bib0055]. It has been suggested that choice *and* change should form the basis of initial family planning counseling, emphasizing to clients that their first choice can be changed if it is found to be unsuitable or the needs of the client change over time [@bib0055]. Family planning programs can produce user-friendly messages that effectively communicate the potential need for method switching based on user-experience and empower family planning users to negotiate method switching with health care providers.

The expectation of provider-driven method choice is indicative of an external locus of control (LOC) for family planning decision-making among Nigerian men and women. Such an external LOC, as articulated in Rotter's Social Learning Theory, means that clients believe that their outcomes are determined by external factors such as chance or powerful others rather than as a consequence of their own behaviors (internal LOC) [@bib0145]. An external LOC, especially related to powerful others, has been shown to influence health behaviors, such as increased HIV risk among immigrant women in the US [@bib0150] and lower use of contraceptives among adolescents in Brazil [@bib0155]. Research on older Nigerian women found that modern contraceptive use increased with increased decision-making power within the household [@bib0160]. In order to improve client involvement in family planning decision-making and method choice, family planning programs in Nigeria should consider approaches to increase internal LOC among potential and continuing family planning clients as part of their intervention.

This study suffers from a few limitations. The study was qualitative and conducted in just two urban areas in Nigeria---so the findings are not generalizable to the entire urban Nigeria population. Only one researcher coded the data. The groups were disaggregated by many factors, as a result it was difficult to find patterns across the demographic factors. Finally, study participants were not probed to discern whether contraceptive decision-making, and method choice, differed by type of provider or facility. Despite the limitations, there is a strength to this study. The study included projective techniques to encourage dialogue that might not have occurred with more standard style questioning.

Future research in this area might expand on the findings presented here -- to discern whether contraceptive method decision-making differs by type of provider and type of facility, to determine what specific types of tests the clients perceive the provider to conduct on clients to determine body type -- the specific purpose of each type of test and the meaning of particular test outcomes, the reaction by family planning users who have undergone the "testing" when they do suffer from side effects associated with contraceptive method use, and the effects of programs aiming to encourage prospective, and unsatisfied, family planning clients to take charge of family planning decision making.

4.3. Practical implications {#sec0095}
---------------------------

Through this study a number of issues emerged surrounding contraceptive method decision-making that could inform development of messaging and policy changes. First, communication campaigns could work to de-mystify the process that health professionals use to support contraceptive decision-making. Communication campaigns should also help clients understand their important role in method choice by increasing their internal locus of control about contraceptive method decision-making. These campaigns would work best if done in tandem with training among contraceptive providers on client-centered counseling, including the important role of clients in the selection of the contraceptive method.

Second, given how important switching contraceptive methods is in response to unmanageable side effects, contraceptive providers should be trained to discuss the strategy of switching to all clients---potential future clients, new clients, and continuing clients. Third, all persons who provide contraceptive methods, including those in the private sector, would benefit from training on client-centered counseling, especially related to counseling all clients -- new and returning -- on potential side effects.

Widely disseminating accurate information about the importance of individual preference in contraceptive method choice, and the ability to switch methods, could increase contraceptive use in Nigeria through increased use among non-users, satisfaction with use among current users, and the power that comes from feeling in control.
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###### 

Focus group discussions by attribute, Ibadan and Kaduna, Nigeria, 2010.

Table 1

  City           Sex            Age            Marital Status   Neighborhood Socioeconomic Status   Family Planning Use
  -------------- -------------- -------------- ---------------- ----------------------------------- ---------------------
  Ibadan         Female         18--24 years   Not Married      Low                                 
  Married        Low            Never                                                               
  Current                                                                                           
  Middle         Never                                                                              
  Current                                                                                           
  25--49 years   Married        Low            Never                                                
  Current                                                                                           
  Middle         Never                                                                              
  Current                                                                                           
  Male           18--24 years   Not Married    Low                                                  
  Married        Low                                                                                
  Middle                                                                                            
  25--49 years   Married        Low                                                                 
  Middle                                                                                            
  Kaduna         Female         18--24 years   Married          Low                                 Never
  Current                                                                                           
  Middle         Never                                                                              
  25--49 years   Married        Low            Never                                                
  Current                                                                                           
  Middle         Never                                                                              
  Current                                                                                           
  Male           18--24 years   Not Married    Low                                                  
  Married        Low                                                                                
  Middle                                                                                            
  25--49 years   Married        Low                                                                 
  Middle                                                                                            
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